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Volume 49, Number 5S Poster Presentations 29Sthrombosed PAAs. These studies contained 895 patients presenting with
acute ischemia. The mortality rate after surgical repair (recorded in 564
patients) for an acute PAA was 4%, with a range of 0% - 17%. In 17% (range,
0 - 38%) of the acute thrombosed PAAs an amputation within 30 days was
necessary due to irreversible ischemia. Thrombolysis was used in 313 pa-
tients, with or without additional surgery. In 71% of these 313 patients,
thrombolysis was successful, defined as restored outflow via at least one
patent crural artery. Thrombolysis before surgery resulted in an absolute
reduction of the number of amputations with 2.3% compared to surgery
alone, but this effect is not statistically significant because of the high
heterogenicity of the combined interventions. In 245 patients (139 patients
without, 106 with pre-operative thrombolysis) patency rates of surgical
bypass surgery were recorded. The mean primary patency rates at 1, 3 and 5
years of the bypasses in the “thrombolytic followed by surgery” group were
79% 19.0, 77% 6.3 and 74% 6.3 respectively. For the “surgery alone”
group the patency rates were 71%  12.8, 54%  26.0 and 45%  28.4
respectively.
Conclusions:Morbidity andmortality are high for the acute symptom-
atic PAA, with a mean 30-day amputation rate of 17%, and a mortality rate
of 4%. Thrombolysis before surgery reduces amputation rate and increases
primary patency rates of surgical interventions, however, these differences
are not statistically significant.
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Background: Endovascular interventions have gained widespread fa-
miliarity as primary and secondary treatments for critical lower extremity
ischemia (CLI), and many believe there is little need for open bypasses for
CLI. Despite this, some patients presenting with CLI require traditional
lower extremity bypass procedures at some point for successful limb salvage.
To determine the proportion of patients requiring an open procedure, we
reviewed our 1-year experience in CLI patients at a center committed to
endovascular approaches whenever possible.
Methods: We reviewed all patients presenting with CLI form January
1, 2007 to December 31, 2007. CLI was defined as ischemic rest pain,
non-healing ulceration, or gangrene for which a major amputation was
imminently required. All patients underwent duplex and conventional an-
giography prior to intervention. Endovascular treatments were favored as
primary, secondary or tertiary treatments, if possible. If these failed or were
impossible, standard lower extremity bypasses were performed.
Results: Two hundred and fifty patients presented with primary,
secondary or tertiary CLI over this one year period. Of these, 75 (30%) were
treated successfully with an endovascular intervention, and 165 (66%)
required standard lower extremity bypass. Of these 165 patients, 95 (58%)
were presenting with secondary, tertiary or more CLI after failed previous
(1-5) procedures. The remaining 10 (4%) patients underwent combined
endovascular and open procedures.
Conclusions: Despite the initial enthusiasm and our belief that the
majority of patients presenting with CLI may be treated with endovascular
procedures, there exists a large cohort of patients that will ultimately require
standard open surgical procedures.
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Quantifying What is Lacking: Assessing Information on Abdominal
Aortic Aneurysm Available to Patients on the World Wide Web
Carolyn G Goldberg, Loren Berman, Richard J Gusberg. Yale School of
Medicine, New Haven, CTObjective: Patients with AAA face a complex decision, and knowledge
of the risks and benefits of each treatment option is essential to informed
decision-making. While the internet has enormous potential to increase
patient knowledge, its use can have a negative impact if patients form
opinions based on incomplete or misleading information. Despite the grow-
ing use of the internet as a healthcare resource, few studies have systemati-
cally evaluated information available to patients online. Here we assess the
current information that is accessible to patients regarding the management
of AAA.
Methods: We performed a google search using the keywords “abdom-
inal aortic aneurysm” and reviewed the top 16 web sites. We recorded
information presented in the following categories: 1) description of AAA, 2)
treatment options, and 3) risks and benefits of each treatment option.
Online information content was compared with previously published results
of a national survey of vascular surgeons documenting what should be
discussed during informed consent for AAA repair.
Results: Of the16 sites,13 were non-redundant and accessible to the
public. While most sites included descriptive information on AAA and
mentioned the potential treatment options available to patients, the discus-
sion of the risks of open surgery and EVARwas inadequate. Only 31% of sites
mentioned the risk of mortality after open surgery, and 8% mentioned
mortality after EVAR. Only 23% mentioned risks of renal failure or myocar-
dial infarction after open surgery, and not a single site discussed these risks in
the context of EVAR. While 62% of sites reported that EVAR patients had a
faster recovery, only 23% mentioned the risk of reintervention after EVAR,
and fewer than one-third described the need for long-term surveillance with
CT scans after EVAR.
Conclusions: These results suggest that sites frequently accessed by
patients lack important information regarding surgical risk. Patients who
form treatment preferences based on information obtained online are likely
to have unrealistic expectations of outcomes. Efforts should be made to
improve the quality of information available on the internet for patients with
AAA.
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Background: The maximum diameter of an abdominal aortic aneu-
rysm (AAA) is the only robust clinically useful parameter correlated to
therisk of rupture. Most clinically relevant AAA have an intraluminal
thrombus and a number of studies suggest that the thrombus is associ-
ated with weakening of the underlying aortic wall. Finite element studies
have shown that estimated stress is a better predictor of rupture than the
AAA diameter. However, these previous studies did not consider the
properties of the intraluminal thrombus and were limited to estimations
of stress only and not wall strength. The major aim of this study was
to determine whether finite element analysis of both wall stress and
strength in large AAA (5.5 cm) is a better predictor of rupture than
stress alone.
Methods: Finite Element models of ruptured (n10) and diameter-
matched non-ruptured(n10).AAAs were used to analyze mechanical
stress and rupture risk (stress related to strength) of wall and ILT tissue.
Results: Peak wall stress and peak wall rupture risk were, respectively,
1.18 times (p0.091) and1.73 times (p0.022) higher in ruptured than
non-ruptured aneurysms. All non-ruptured aneurysms exhibited a peak wall
rupture risk of less than 1.0, thought to be the theoretical limit of rupture.
Peak thrombus stress and rupture risk were slightly higher in ruptured than
nonruptured
Conclusion: Peak wall stress is a better predictor for AAA rupture than
the maximum diameter and relating it to wall strength allows a statistically
significant classification of diameter-matched ruptured and non-ruptured
aneurysms. However, in a few cases the predicted peak rupture risk failed to
explain aneurysm rupture. Local thrombus fragmentation or a single peak in
arterial pressure could have triggered ruptures of these aneurysms.Author Disclosures: C. Gasser, None; M. Auer, None; F. Labruto,
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